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Abstract 
The aim of this study was to investigate whether defense mechanism styles can predict psychopathology in different areas, in 
adolescents. One hundred and thirty six adolescents (51 males, 85 females) were included in this study. Data was collected using 
Youth Self-report (YSR) form Child Behaviour Checklist (CBCL) in order to diagnose psychological and behavioural problems 
in the participants and Defense Style Questionnaire (DSQ-40) in order to examine defense styles. The results showed that 
participants with mature defenses showed no problems in social, thought and attention areas whereas immature defense showed 
significant relationships with thought and social problems while neurotic defenses have been significantly related with only 
social problems. Anxious/depressed and withdrawn/depressed from syndrome scales and oppositional problems from DSM-
oriented scales accounted for the most variance in immature defenses. Anxious/depressed, aggressive behaviour, and conduct 
problems accounted for the most variance in neurotic defenses. It can be concluded that different defense styles can determine 
different behavioural and psychological problems in the adolescents. 
© 2011 Published by Elsevier Ltd. 
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1. Introduction 
To determine the predictive power of psychopathology from adolescence to young adulthood, longitudinal 
studies are indispensable. Knowledge of the course of problems across time in unselected samples is needed to 
determine the necessity of intervention and may be especially helpful to determine which adolescents from the 
general population require attention in terms of prevention of later psychopathology or maladjustment( Ferdinand  et 
al., 2008). Two broadband dimensions of behaviour which have been revealed from factor and cluster analysis are 
the dimensions of internalizing behaviours  and externalizing behaviours  (Wilmshurst, 2005) which is one of the 
most classification used clinically and in research to identify problem behaviours in children and youth(John, 
Robins, & Pervin, 2008). The Child Behaviour Checklist for Ages6–18 (CBCL/6-18) possesses newly developed 
DSM-Oriented Scales, constructed through expert clinical judgment to match selected categories for 
behavioural/emotional problems as described in the DSM-IV, and Youth Self-Report (YSR) which is a self report 
form of CBCL, is among the most widely used measures of youth and adolescence symptoms, assessing a wide 
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range of problems (Nakamura, Ebesutani, Bernstein, & Chorpita, 2009). The Child Behaviour Checklist (CBCL) 
and Youth Self-Report are widely used developed for a dimensional assessment of competences as well as 
behavioural and emotional problems in children and adolescents (Eimecke, Remschmidt, & Mattejat, 2011; 
Ferdinand, 2008). The CBCL has provided empirically derived Syndrome and Competence and Adaptive Scales, as 
well as internalizing, externalizing, and total scales (Nakamura et al., 2009). Very strong and speciﬁc associations 
were found between DSM diagnoses that cover disruptive behaviours and CBCL/YSR scales for disruptive 
behaviours (Ferdinand, 2008). Concerning the more domain-specific CBCL Syndrome Scales, research suggests 
significant and often clinically useful associations with both broad-based (e.g., anxiety and affective disorders 
groups) and specific (e.g., Attention Deficit Disorder and Conduct Disorder) diagnostic groups (Edelbrock & 
Costello 1988; Kasius et al. 1997; Eiraldi et al. 2000). The extensive data behind the CBCL’s standardized scores 
and clinical cutoffs have allowed for its use in a wide variety of settings and have aided in current understandings of 
youth psychopathology (Nakamura et al., 2009).  
Understanding the development of psychopathology is complicated, because it is influenced by many factors that 
are reciprocally interactive and ever changing. Empirically validated interventions for psychopathology have 
increasingly focused on the modification of thoughts and behaviours (Ammerman, 2006).Psychopathology of 
adolescents includes expansive range of problems which should be noticed developmentally (Moshman, 2005). 
Anxiety and depressive disorders are among the most common psychiatric conditions experienced by youth 
(Lewinsohn et al. 1993). In addition, disruptive behaviour disorders, classified as Conduct Disorder (CD) and 
Oppositional Defiant Disorder (ODD) by the DSM-IV-TR (APA, 2000), are too highly prevalent in adolescents and 
are strongly related to and could predict adolescents substance use (Ammerman, 2006). Of these disorders, ODD is 
represented by a constellation of symptoms of aggression, anger, and disobedience (Wilmshurst, 2005). A study 
showed a total prevalence rate of around 20% for psychopathological problems among youths with anxious and 
depressive symptoms (Yao et al., 2009). Anxiety disorders are highly common forms of child and adolescent 
psychopathology and often lead to considerable psychosocial impairment, e.g. in school or social relationships. 
Epidemiological studies report their high prevalence over decades in the US and Europe (Pauschardt, Remschmidt, 
& Mattejat, 2010). In other hand Depressive disorders are very common in youth psychopathology: about 10 % of 
adolescents experience a depressive episode by the age of sixteen. Depressive disorders are associated with 
substantial psychosocial impairment, e.g. in school or social relationships (Eimecke et al., 2011). It is notable that 
depressive symptoms in adolescence and young adulthood is mediated by their relationships with parents, peers, and 
romantic partners (Schoenfelder, Sandler, Wolchik, & MacKinnon, 2010) so that Social functioning and social 
relationships is strongly affected by adolescence psychopathology and thus, examining social problems in 
adolescent is significant.  In addition of high rates of prevalence in internalizing disorder (Costello, Egger, & 
Angold, 2004), we also see high rates of comorbidity between anxiety and depression (Wilmshurst, 2005) there has 
been signiﬁcant debate over the past two decades whether anxiety and depression represent distinct diagnostic 
categories or whether symptoms might be better explained by a broad band notion of negative affectivity 
(Wilmshurst, 2005). These debates show that there must be a better diagnose and understanding of depression and 
anxiety disorders and other problems are included in adolescence psychopathology which is the aim of this study.  
The term “defense mechanism” refers to a mental operation that occurs outside of awareness. The function of the 
defense mechanism is to protect the individual from experiencing excessive anxiety (Cramer, 1998). Defense 
mechanisms have long been described as both pathological and adaptive mental processes, which are unconscious 
components of an individual character (Mullen, Blanco, Vaughan, Vaughan, & Roose, 1999). Two theoretical 
models of defense use, based on the dimension of maturity, have been proposed. Vaillant (1977) has presented a 
hierarchical model of defenses, which consists of four vertical tiers in which defenses, as used by adults are ordered 
from low to high maturity. Cramer (2006) on the other hand, has proposed a developmental model, based on the idea 
that different defenses emerge at different chronological periods of development. Cramer (2009) stressed the 
influence of defense styles in youth and adolescence psychopathology and in a broader view research in psychology 
has begun to include defense mechanisms as a consideration for understanding aspects of personality, 
developmental, And clinical phenomena  (Cramer & Davidson, 1998). Studies show that there is relationship 
between defense preference and behaviour (Cramer, 2002). There are at least two reasons theoretically, to expect 
that there might be a consistent relation between defense preference and behaviour. First different defenses are 
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associated with different diagnostic categories and diagnostic categories are defined by the presence of certain 
symptom behaviours as indicated in DSM-IV (1994). A second consideration in explaining the connection between 
defense and behaviour is to note that the use of defenses influences the way an individual perceives the world and 
determines, at least in part, the nature of the individual’s interactions with others (Cramer, 2002). Considering  that 
problematic relationships in adolescents may be associated with immature defense styles (Araujo, Ryst, & Steiner, 
1998) thus assessing defense styles in adolescents can aid in better recognizing psychopathology in adolescents. 
Based on these reasons this study was aimed to investigate the problematic areas such as, social, thought and 
attention problems and defense styles, in order to better understand and differentiate adolescents with anxiety and 
affective problems. 
2. Method 
2.1. Participants  
The participants of present study consisted of One hundred and thirty six undergraduate students (51 males, 85 
females) that were selected randomly from different colleges and fields. Their mean age was 18years. The ones 
whose scores were clinically significant for affective and anxiety problems were identified. 
2.2. Instruments 
2.2.1. Defense Style Questionnaire (DSQ-40)- The DSQ-40 (Bond, Perry, Gautier, Goldberg, Openheimer & 
Simand, 1989) is a 40-item self-report questionnaire that ask participants to indicate their level of agreement with 
certain statements that represent various defense mechanisms which is rated on a 9-point Likert-type scale ranging 
from 1 (strongly disagree) to 9 (strongly agree). DSQ was designed to assess behavior indicative of conscious 
derivatives of defensive styles.The scoring system of DSQ-40 yields scores for three levels of defense styles: mature 
(8 items), neurotic (8 items), and immature (16 items). Internal consistency, test-retest reliability, and convergent 
and divergent validity of scale have been reported adequate.  
2.2.2. Youth Self-report (YSR)-The YSR is one of the forms of Child Behaviour Checklist for ages 6-18 
(CBCL/6-18; Achenbach & Rescorla, 2001). The YSR is a 113-item self report questionnaire which is rated on a 3-
point Likert-type scale ranging from 0 (not true), 1 (somewhat or sometimes true), and 2 (very true or often true). 
Validity and reliability are excellent and extensive normative data are available for children ranging from 6 to 18 
(Ferdinand, 2008). The CBCL DSM-Oriented Scales that are supplement the CBCL Syndrome Scales was used to 
diagnose behavioural and psychological problems. Within clinical settings, the CBCL has demonstrated remarkable 
utility, particularly with respect to being able to distinguish between referred and non-referred populations 
(Nakamura et al., 2009).  
2.3. Procedure 
Participants from different colleges were invited to take part in this study. Those who approved gave verbal 
consent prior to commencement of the study and completed all of the self-report questionnaires. Participant were 
debriefed about the study and thanked for taking part.  
2.4. Statistical analysis 
The data was analyzed employing Pearson`s correlation in order to estimate the associations between variables, 
regression analysis and ANOVA in order to assess the percentage of explained variance of mature, immature and 
neurotic defenses by syndrome scales and DSM-oriented scales, and multivariate analysis of variance in order to 
examine the differences in sex difference. 
3. Results 
Pearson’s correlation coefficients show the intercorrelation among variables of study. The results show that 
mature defenses have negative relationships with almost all the other variables (p<0.001). According to the results, 
immature defense have strongly positive relationships with social, thought and attention problems while neurotic 
defenses are strongly correlated only with social problems. The results of Pearson’s correlation are presented in 
table 1. ANOVA was computed to examine the signification of social problems, thought problems, attention 
problems and syndrome scales of CBCL in variability of mature, immature and neurotic defenses as criterion 
variables. In mature defenses none of the variables were significant. In immature defenses thought problems ( F = 
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1.536, p < 0.001) and thought problems ( F = 1.653, p < 0.001) and in neurotic defenses, social problems ( F = 
1.318, p < 0.001) are statistically significant. 
Table 1. Intercorrelation among variables 
 
Variables                              1                 2                3                 4                   5                  6                  7                 8                  9                10              
11 
      1. Mature defense                 1             0.113        0.400         -0.089             0.027          -0.119         -0.180        -0.088          -0.182        -0.158         
-0.162        
      2. Immature defense                               1            0.256          0.358             0.416           0.504           0.311          0.388          0.172          0.387          
0.526   
      3. Neurotic defense                        1             0.110             0.089           0.058          0.037          0.021         -0.089         -0.093         
0.012  
 4. Social problems                                                                       1                0.379           0.481           0.521          0.341          0.176          0.223         
0.362         
 5. Thought problems                                                                                         1              0.347           0.332          0.156          0.118          0.201          
0.431 
 6. attention problems                                                                                                            1               0.492          0.351          0.321          0.394         
0.507   
 7. Anxious/depressed                                                                                                                                1             0.522          0.333          0.259          
0.470 
 8. Withdrawn/depressed 1            0.205          0.343         
0.259 
 9. Somatic Complaints                                                                                                                                                                    1             0.358          
0.353 
10. Rule-breaking behaviour                    1             
0.583 
11. Aggressive behaviour                                                                                                                                                                                                 
1    
          * P< 0.01 
 
Regression analysis was computed to determine the contribution of social syndrome scales and DSM-oriented 
scales in variability of each variable of immature defenses and neurotic defenses as criterion variables. Statistical 
properties of regression analysis and results of ANOVA, are presented in table 2. The results of regression analyse 
reveal that aggressive behaviour (F = 41.923, p < 0.001) and withdrawn/depressed behaviours (F = 31.043, p < 
0.001) could mostly predict immature defenses and accounted for 32% of the variance in immature defenses. 
Among DSM-oriented scales oppositional defiant problems (t = 4.644, ß = 0.402), ADHD (t = 3.584, ß = 0.299) are 
significantly accounted for 24% of variance in immature defenses. The results for neurotic defenses show that 
anxious/depressed (t = 5.972, ß = 0. 515) and aggressive behaviour (t = 4.379, ß = 0.377) are accounted for 73% of 
variance in neurotic defenses. Among DSM-oriented scales, conduct problems (t = 6.643, ß = 0.530), anxiety 
problems (t = 5.559, ß = 0.443) and ADHD (t = 2.676, ß = 0.263) are significantly accounted for 92% of variance in 
neurotic defenses. It is noteable that the regression model used for neurotic defenses does not include constant in 
equation. Multivariate analysis of variance was used to compare the male and female athletes on the variables and 
the results showed no significant sex difference between participants. 
 
Table 2. Regression analysis and analysis of variance (ANOVA) of defense mechanism 
 
 Immature defenses      F*                R                  R2                        SE                                   ß                 t*  
  Regression model  
                              
  Aggressive behaviour                                     41.923         0.503            0.253           0.756                              0.503         6.457                      
  Withdrawn/depressed                 31.043 0.579    0.325       0.715                     0.298         3.914 
  Oppositional defiant problems                   21.563          0.402           0.161           0.803                              0.402         4.644 
  ADHD                                                        18.345          0.498           0.248           0.749                              0.299         3.584 
Neurotic defenses      F*                R                  R2                        SE                                  ß                 t*  
Regression model   
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  Anxious/depressed                                   306.856          0.837            0.701            0.029                              0.515          5.972                                                                
  Aggressive behaviour                                184.310          0.860             0.739           0.045                              0.377          4.379                                                  
  Conduct problems                                   1054.333         0.949            0.901            0.382                              0.530          6.643 
  Anxiety problems                                    678.493          0.960             0.922           0.356                              0.443           5.559 
  ADHD                                                     478.941          0.963             0.926            0.446                             0.263           2.676 




The present study found that considering defense styles, participants with mature defenses showed no problems 
in social, thought and attention areas whereas immature defense showed significant relationships with thought and 
social problems while neurotic defenses have been significantly related with only social problems. Examination of 
syndrome scales in CBCL showed that, aggressive behaviour and withdrawn/depressed could mostly determine the 
variance of immature defences while,  anxious/depressed and aggressive behaviour could determine the most 
variance of neurotic defense. And finally among DSM-oriented scales, oppositional defiant and ADHD problems in 
immature defences, and anxiety and ADHD problems in the neurotic defences were the most predominant. The 
findings are in consistent with previous studies. Eimecke et al. (2011), indicated that Anxious/depressed can predict 
a depressive disorder an affective problems. They argued that the clinical utility of Anxious/depressed and affective 
problems scales for applying outpatient and inpatient psychiatric settings for predicting primary depressive disorders 
are approved.  
Despite of the comorbidity in some syndrome scales and DSM oriented scale in both immature and neurotic 
defences, we can see a greater tendency to externalizing disorders such as aggressive and rule-breaking behavior, for 
adolescents who commonly use immature whereas adolescents with neurotic defences are more tended to 
internalizing problems such affective and anxiety problems. As Cramer (2002) noticed, some defenses like 
projection and turning against the objects which are categorized in the immature defense styles, are externalizing 
defenses. We found that immature defenses like projection, displacement and autistic fantasy were mostly related to 
externalizing behaviours. Symptomatology of internalizing disorder show that these problems are so close to 
classification of neurotic disorders (Walker, Eugene, & Michael, 2001) characterized by low psychopathology. As 
we found that, more internalizing behaviours are seen in adolescents with neurotic defenses. As we found, ADHD 
was a comorbid disorder in both groups of adolescents with immature and neurotic defenses. Immature defenses are 
more related to externalizing problems and neurotic defenses are more related with internalizing problems.  
This study has some limitations. Firstly we note that the present findings are based on a relatively small number 
of adolescents, this may pose a limitation to the generalizability of the present findings. Thus, the results must be 
viewed cautiously. Furthermore this study includes the use of self-report measures to assess both behavioural and 
psychological problems and also defensive style. Compared to depression specific questionnaires, the advantage of 
the CBCL and YSR is that they cover a wide range of problems, ranging from internalizing to externalizing but as 
we know clinical procedure involving a multi-informant (parents, children, therapists and nurses) and multi-method 
approach (empirical psychological testing, parent and child interview and ward behavior observations) may be more 
face valid. We should note that in contrast to YSR affective problems, use of YSR anxiety problems needs more 
attention with respect to its item content (Ferdinand, 2008).  Research following this study could build upon this 
investigation’s limitations for furthering empirical scrutiny of the psychometric properties of the CBCL’s DSM 
oriented Scales (Nakamura et al., 2009). We suggest that by measuring symptoms and problem behaviors in 
adolescents clinicians can screen for youth at high risk for emotional and behavioral disorders in community 
samples; they also can provide clinicians with information about the type and severity of psychiatric problems as 
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